Attention to-day is chiefly focussed upon the consequences of encephalitis lethargica; the disabled victims of the disease present many problems, both medical and administrative.
(1) 1NTRODTJCTION. TEN years ago the condition now known as encephalitis lethargica, or epidemic encephalitis, was first recognized in this country. It has been defined as "an inflammatory disease of the brain, sometimes acute, at other times subacute or chronic, prolific in its clinical manifestations, disabling, if not fatal, in its results, difficult to diagnose and almost defiant as to treatment and prognosis."
Since then we have learnt something of the epidemiology of the disease: its sporadic occurrence, its comparative prevalence in the colder months of the year, its special incidence on adolescents, its impartiality for the sexes, its indiscriminate incidence in all social grades and its seeming independence of insanitary conditions. Much is still to be learnt about the way in which the disease is spread, its epidemiological relations with other diseases, and its relatively high incidence as reported in these islands compared with that abroad. The clinical zeal first brought to bear upon the strange syndrome is still needful since differential diagnosis may be difficult and the primary attack is often so slight that it escapes recognition.
Bacteriologists have taught us much concerning the histo-pathology of the disease and the character of the cerebro-spinal fluid, and something about the virus; there is much still to be revealed, however, about the stiology of encephalitis lethargica. In the meantime attention is chiefly focussed upon its consequences and upon the question of how best to deal with those disabled by the disease.
JUNE-EP, 1 Parsons : Post-Encephalitis and Its Problems
One has to be careful about nomenclature, and I should explain that by "post-encephalitis lethargica" I mean that chronic phase of the disease which frequently succeeds the " acute " attack, and is marked by various symptoms, known as relics, residua, after-effects or sequelae. I use the term " post-encephalitis " without prejudice to the possibility that the phase in question may be really part of a continuous infection of which the acute attack is the beginning.
The problems of post-encephalitis must be viewed in their right perspective. In 1926, encephalitis lethargica attacked only 006 per thousand of the population (the incidence-rate for scarlet fever during the same period was 2 1 per thousand). The case-mortality is certainly high but the toll taken of the general population in 1926 was only 34 per million living as compared with 961 and 1362 respectively for tuberculosis and cancer.
The disease accounts for less ill-health and disablement among the population than is attributable, for example, to measles, influenza, or venereal disease; but in proportion to the few attacked, there is probably no disease, with the possible exception of cerebro-spinal fever, whose death-rate and disabling-rate are both so high. Moreover, we do not as yet know of any preventable environmental condition or personal factor which disposes to the disease, nor is there any treatment known which will either influence the disease or ward off its sequels.
(2) THE SERIOUS EFFECTS OF ENCEPHALITIS LETHARGICA.
The following tables embody data supplied by the health authorities of some of the larger cities and towns in the United Kingdom.
(A) Mortality.- Table I shows the number of cases notified and deaths registered annually since 1919 together with the ratios of deaths to cases. The figures in TABLE I. ENCEPHALITIs LETHARIGICA. NOTIFIED CASES AND REGISTERED DEATHS, ENGLAND AND WALES, 1919 -1927 . Year 1919 Year 1920 Year 1921 Year 1922 Year 1923 Year 1924 Year 1925 Year 1926 (1924) (1925) (1926) (1927) , 13 cases, 61 * 6 per cent. fatal; Doncaster (1919) (1920) (1921) (1922) (1923) (1924) (1925) (1926) (1927) , 12 cases, 100 per cent. fatal; Hull (1919 Hull ( -1927 , 100 cases, 61 -7 per cent. fatal; Rotherham (1919 Rotherham ( -1927 , 32 cases, 25 per cent. fatal; Wakefield (1919) (1920) (1921) (1922) (1923) (1924) (1925) (1926) (1927) , 5 cases, 40 per cent. fatal.
The fatality of encephalitis letbargica-if exaggerated by the rough ratio figures in Table I -is under-estimated in hospital and private records; I should say that it eventually kills, or helps to kill, 35-40 per cent. of those attacked. 1309 85 (B) Disablement.-A certain proportion of those who die from the disease suffer previously from chronic or post-encephalitis, and a considerable number do not completely recover from the primary attack but suffer from after-effects. An attempt to estimate the percentage of patients who do not completely recover, and the disability following encephalitis lethargica, is shown in the next two tables. Table II is concerned with the after-histories of 3,112 patients in large cities. The sequels are grouped under three headings and in nearly every district the largest number of patients is found in the third group of serious sequels. The percentage of all patients suffering from sequels varies from 29-1 (London) to 74* 7 (Belfast), while the mean sequel-rate for the eight districts is 41-9. In Table III all the 2,711 cases reviewed in 1926 are grouped according to the years in which they were notified. Here the sequel-rates generally are lower and the mean sequel-rate for the seven years is 33-6 per cent. The death-rates, however, are higher. Observe the ultimate fate of the 103 patients attacked in 1919.
Statistics for the peak year, 1924, show that for some of these districts the sequel-rate is unusually high and the mean rate 47 -1; the mean fatality-rate for all the districts is low, viz., 23 8.
Not every patient who shows signs of post-encephalitis is prevented from following some occupation (though it may not be that followed before the attack), but the percentage of patients incapacitated from work or school is high, as will be seen from the Table below. 
69.4
(3) FEATURES OF POST-ENCEPHALITIS.
The nature and comparative frequency of the sequels of encephalitis lethargica, as recorded by various observers, are shown in the following lists.
Dr. Phillips' list (Table V) refers to 93 patients of all ages treated for postencephalitis at Southmead Hospital, Bristol, during 1924-5-6. On the whole, the signs and symptoms of post-encephalitis recall those of the primary stage of the disease; and, with a few important exceptions, serious sequels are usually anticipated by severe primary symptoms. This is the experience of Professor Hall. The relationship of sequels to previous symptoms is shown in . (4) TYPES OF POST-ENCEPHALITIS PATIENTS. The great variety of sequels invites classification, but from the administrative point of view it is more useful to classify the sufferers than the sequels; I therefore group the former into (A) those with mainly physical sequels, (B) those who chiefly show mental deterioration, and (C) those who exhibit demoralizations. This grouping is loose; a Parkinsonian patient, for instance, may partly qualify for two or more of these groups, or a patient may pass from one group to another at different stages of his post-encephalitis career.
Group A.-Among physical sequels none is so well known as Parkinsonism; indeed this syndrome is so common and so important that it is regarded by some as almost synonymous with post-encephalitis. It is difficult to correlate the statistics of different reporters whose criteria in defining Parkinsonism vary considerably, but it seems that about 25 per cent. of those attacked, roughly balf those who manifest after-effects, sooner or later-generally later, develop Parkinsonism. Most cases originate within three to eighteen months of the primary attack, but in a few instances the latent period has been prolonged for two, three, and even five years. In contrast with paralysis agitans, post-encephalitis Parkinsonism affects both sexes about equally, and by no means selects the old. For instance, the records of 557 unrecovered patients received from London, Manchester, County of Lancashire and Bristol show that 22 * 7 per cent. of the Parkinsonians were under 16; other records show that a substantial majority of Parkinsonian patients are under 30. The appearance of Parkinsonism is regarded by most as ominous; in most cases the patient gradually becomes helpless and unfitted for work; physical, and often mental, deteriorations occur in the hopeless cases, which may end in severe asthenia. While some patients appear placid and resigned, others are acutely depressed. Dr. Phillips, of the Southmead Hospital, Bristol, considers that Parkinsonian patients are particularly prone to suicidal impulses. A few instances are recorded of patients recovering from severe Parkinsonism sufficiently to resume their occupation, but the condition usually ends fatally, and accounts for most of the late deaths from encephalitis lethargica.
There are many sequels of clinical interest-some are included in the Parkinsonian syndrome-which might be considered with the physical manifestations of postencephalitis, but I merely mention such conditions as residual palsies, tremors, abdominal myoclonus, obesity, enlargement of the thyroid gland, and strange respiratory disturbances.
Group B.-A noteworthy characteristic of encephalitis lethargica is that it often either leaves its victims with mental sequels of the original attack, or prepares the ground for subsequent mental disorders, and it is probable that the mental processes of every subject of the disease are affected, either in the primary attack or subsequently. From Table IX the proportion of sequel35 among which mental symptoms appear works out at 27 per cent; this is probably below the mark, since in most records Parkinsonism-which is frequently associated with men.tal disturbances -is considered separately. In the Sheffield outbreak, mental symptoms remained 
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in 53 * 6 per cent., and in the Lancashire series in 23 *4 per cent. of patients originally affected mentally; further, in the same two series of cases, mental symptoms first appeared as sequels in 14-9 per cent. and 16'0 per cent., respectively, of the survivors.
Post-encephalitic patients with mental symptoms may broadly be divided into the excitable and restless, and the depressed. Typical of the irritable or positive type of mental disturbance is nocturnal restlessness associated with the inverted sleep rhythm so common in children. In lists of post-encephalitis sequels in children this disorder always appears first or second in order of frequency and probably occurs in 76 of every hundred cases of juvenile post-encephalitis. Fortunately, with time and appropriate treatment the condition generally clears up.
A different picture altogether is presented by the passive or depressed type of patient. Inability to make any progress at school is due to dulled intelligence, impaired memory and perhaps drowsiness, rather than to the restlessness, impatience and lack of concentration which make teachers despair of the excitable type of child. Children in an advanced stage of Parkinsonism provide examples of the passive type of case, but it is mainly adult patients who suffer from mental anergia. The mental disturbance in both types of case may be severe enough to justify certification; the irritable, mainly for the sake of others, are admitted to institutions as suffering from hallucinations, with homicidal tendencies, or mania; while the depressed, mainly for their own sake, are admitted by reason of melancholia, suicidal impulses or complete dementia. Up to the end of 1927, 674 encephalitis lethargica patients have been certified and admitted to mental hospitals and institutions either during the acute attack or in the post-encephalitis stage: this represents 5 per cent. of all notified patients, including those admitted during their primary illnesses.
Group C.-I borrow from Dr. Mapother the word " demoralizations " to cbaracterize the changes in patients of this group. I have, however, taken the word from its original context, where it is included among mental defects. To speak of demoralizations or conduct changes is almost to speak of post-encephalitis in children; but the intellect in such children is often unimpaired, and in fact may often appear strangely bright. Many of these highly emotional and troublesome children might well come within the following description by Dr. Tredgold:
" The moral imbecile is not lacking in the capacity for acquiring school knowledge as are all ordinary imbeciles and a large number of the feeble-minded. On the contrary, he is often possessed of a cleverness, even a brilliance, which distinguishes him very widely from most ordinary defectives. He is also usually a good conversationalist, is ready at repartee and nimble-witted; he has an engaging manner, and is an exceedingly plausible and ready liar. But he is absolutely devoid of all moral and altruistic feeling. He will lie when the truth would answer his purpose just as well. He knows neither shame nor gratitude, and will requite the utmost kindness and consideration with heartless robbery; in doing which he will not even refrain from violence. At the same time he is so devoid of the capacity for mental comparison and discrimination, for forming judgments and for looking ahead-in short, of those attributes of mind which collectively constitute wisdom or common sense-that he is quite unable to appreciate the personal disadvantages of such conduct. Even in the commission of his crimes he will either neglect the most simple and obvious precautions, or he will act with such a total disregard of prudence as to make detection inevitable." Such a character is known among juvenile post-encephalitics, and in departmental files and medical journals are graphic narratives of these wayward children and their vagaries. Dr. Shrubsall considers that these character changes originate in the state of irritability, lack of inhibition, and consequent impulsiveness which immediately follow the acute phase of the illness and become fixed, either by -Parsons: Post-Encephalitis and Its Problems habit formation or by secondary development of psycho-neuroses, dependent on the particular features of the individual environment." Whatever the cause, the disposition is always changed for the worse.
(5) THE PROBLEMS OF POST-ENCEPHALITIS. It will be convenient, I think, to discuss the difficulties of post-encephalitis in relation to two classes of individual-(a) those whose illness occurred before the age of 18 and (b) those whose illness took place after that age. Consider first a young school-child, who returns home after several weeks or months in hospital. Released from the discipline of institutional life, with a disposition strangely altered, and suffering from nocturnal restlessness, the child soon becomes unmanageable and a terror to his family. Or it may be that the child is already in the grip of Parkinsonism, and is teased by brothers and sisters, or scolded by parents for a slowness of mind and body they do not understand. In both cases life at home is not suitable for these children. It may be, however, that someone else's home may prove not only suitable, but beneficial, and a certain number of children have undoubtedly benefited by being boarded out: but there is a difficulty in finding foster parents willing and fitted to take such children. The Guardianship Society at Brighton concerns itself with finding suitable homes for mentally or morally affected children, and has certainly proved helpful in the case of some post-encephalitis children.
It is often difficult to decide whether the advantages of keeping a post-encephalitis child working as far as possible among normal children are not cancelled by the disadvantages to the other children, due to the presence in their midst of one or more pupils whose conduct and disposition have become abnormal. Generally speaking, except in the case of those children with only faint traces of their previous illness, a return to their usuial school is not practicable. For some, the schools for backward and mentally defective children will provide the extra individual attention and patience necessary to re-establish the diminished power of conce#tration and arrested intellectual development. Unfortunately, it is impossible to admit children showing conduct changes to schools where their behaviour imposes an unjustifiable strain on the teachers, and may result in physical or moral harm to other children.
The resources of the education authorities will then be exhausted. In these circumstances an Encephalitis Lethargica Unit, like that at Winchmore Hill, supplies a want. Special arrangements are made for carrying on the child's education while under medical treatment and institutional discipline. Otherwise the patient grows beyond school age, and becomes more wayward than ever, and quite unmanageable at home. Then one day he steals a bicycle, is brought before a magistrate's court and put upon probation; this is soon broken, and he next appears in the court on a charge perhaps of assaulting a small girl. If between 12 and 16 years, he may then be committed to an industrial school or to a reformatory. From February 1, 1920 1, , to January 31, 1927 , 108 children of the type we are considering were committed to these Home Office Schools. Of the fifty-seven discharged, fifty-four (95 per cent.) showed no permanent improvement; of forty-nine post-encephalitic children remaining on January 31, 1927 (two died), ten were considered unsuitable for further retention. Indeed, " all the evidence serves to show convincingly," says Dr. Culverwell, "that attempts to train such children in Home Office Schools are not justified by the results obtained." In any case, committal to Home Office Schools is for a limited period only, and the young encephalitic -if he has not in the meantime come under the Board of Control-must eventually be released and either placed in employment, sent home, or sent, under the Released Persons (Poor Law Relief) Act, 1907 , to the care of the Guardians. Up to the end of 1927, the post-encephalitis delinquents usually had no difficulty in avoiding the Board of Control, because many of them were not considered mentally deficient, and because where there was undoubted deficiency it had not existed from birth or early age, and the patient could not therefore be certified according to the literal interpretation of the Act.
Though action under the Mental Deficiency Act, 1913, was carefully considered for every one of the 108 children admitted to Home Office Schools, less than a fifth of them could be so dealt with. With the passing of the amended Mental Deficiency Act last year, however, the technical difficulty of the principal Act was removed, and this, with the new definition of "moral defectives" should prove helpful in dealing with troublesome post-encephalitics. In the majority of cases the disposal of the patient in a suitable Mental Deficiency institution is probably the best course. Obviously the youth, now older and more incorrigible, is less than ever suitable for his home environment; and if placed in employment he seldom remains for long where he is put. For a time he may be tolerated in a Poor Law institution if he consents to remain there; but the Guardians have no power to retain him against his will unless they adopt him, and this can only be done if he is under 18.-It is during the periods variously spent at home, in and out of occupations, and after discharge from Poor Law institutions that the ex-reformatory school inmate usually comes into more serious contact with the law and the prison authorities. A few offenders have been sent to Borstal Institutions, but according to the Director of the Borstal Association, which keeps in touch with boys and girls discharged from such institutions, the post-encephalitis cases have shown little or no improvement. Lastly, our troublesome individual may be committed to prison, where between April 1, 1925, and March 31, 1927, seventy-two of his kind have found a temporary home. The Medical Commissioner has reported that of the seventy-two prisoners "fifty-four showed either no harmful effect from imprisonment or were definitely improved; the remainder deteriorated." Dr. Griffiths concludes that about twothirds of these seventy-two cases might have been dealt with under the Mental Deficiency Act of 1927. Now consider the adult who has returned home after a prolonged illness in hospital. Not so quickly perhaps as with the school-boy, the family realizes that the returned patient has changed in various ways and does not easily resume his accustomed r6le. There may be aimless wandering about the house in which the sufferer does not feel at home and has apparently lost interest. This mental anergia may develop until the sufferer becomes a confirmed melancholic. In other cases there may be anxious and laborious efforts to resume the occupation upon which the welfare of the family normally depends. The father, perhaps an excellent workman before his illness, is taken back by his employer and tries to carry on as before; but lost initiative, impaired memory, slowness and reduced physical powers prevent him from justifying the experiment. He tries other jobs with no better success and in the-intervals of unemployment he broods at home and bemoans his fate. Or it may be the wife, once the intelligent mainstay of the home, who has now become careless and lethargic, unmindful of her children, and generally incapable of attending to her household duties. These older patients do not, as a rule, come in contact with the law nor do they excite the same public interest as juvenile cases. Nevertheless, they present very difficult problems witbin their own domestic circle, and when the powers and patience of their relatives reach breaking point their removal from home becomes urgent. But there is often much difficulty in finding a suitable refuge for such patients. They may remain uncertifiable for a considerable time during which they may be accommodated for brief periods by relatives or through other temporary arrangements; either they themselves are incapable of applying for admission to a mental institution as voluntary boarders, or their relatives will not consent to such a step; similarly, accommodation in the Poor Law Infirmary is not welcomed, while such cases are too chronic and hopeless for hospitals and convalescent Parsons: Post-Encephalitis and Its Problems homes. Eventually a certain number, through melancholia, suicidal impulses or general INSTITUTIONS, 1918 -1927 . Admissions in 1918 -1925 1926 insanity, often associated with Parkinsonism, become certifiable and find asylum either in mental hospitals or in the mental wards of Poor Law institutions specially approved by the Board of Control. Table X gives details concerning post-encephalitis lethargica patients admitted to mental institutions up to the end of 1927. In considering how the difficulties connected with after-care and control should be, and to some extent are, being met, I subdivide the juvenile group into those below and those above the age of puberty. The youngest sufferers need special care and homely discipline, preferably at the hands of women, by whom their elementary education will also be carried out. For such, an institution similar to that at Winchmore Hill provides some hope of improvement for less demoralized children and considerable alleviation for the Parkinsonian patient. Those who have reached puberty often prove difficult or dangerous as institutional companions for the youngest patients; their exuberant emotions and greater potentialities for mischief need such outlets as are provided by vigorous outdoor occupations and by technical instruction in suitable forms of craftsmanship; they are best under male supervision. At present no special provision has been made for this class, though it has been considered in connexion with the'Unit at Winchmore Hill. Some of these difficult adolescents, however, will in future be dealt with under the Mental Deficiency Act of 1927. The adult patients, as a class, do not require so much re-education and control as relief from anxiety and expert attention to their physical needs. For a large majority of such the Poor Law institutions provide a refuge. In Bristol, Glasgow and a few other places, the local Guardians have recognized the needs of post-encephalitis patients and, in collaboration with other local bodies, have made special provision for them. Dr. Phillips' post-encephalitis section at the Southmead Hospital, Bristol, is of special interest, because it ministers to the medical, educational and recreational needs of both juvenile and adult patients and accepts all types of patient except the certifiable. The Board of Control has also realized that patients whose mental symptoms are due to encephalitis lethargica need particular study; provision for such patients is made at the West Park Hospital, Epsom, and at four or five other mental hospitals in the provinces.
Discus8ion.-Dr. S. MONCKTON COPEMAN (President) said that Dr. Parsons' paper, though exceedingly interesting, was somewhat depressing in view of what he had to say as to the fatality of the disease, and as to the terrible mental and physical disabilities which so frequently follow in its train. He had, however, rightly stressed the point that the problems of post-encephalitis must be viewed in their right perspective; the toll taken of the general population in 1926, for instance, was only about one-thirtieth of that from tuberculosis, while the incidence-rate was less than one-third of that from scarlet fever in the same year.
He (the President) was specially interested to hear of the public-spirited action of the Bristol Guardians in establishing the post-encephalitis clinic administered by Dr. Phillips at their Southmead Infirmary, because it was at this Infirmary that he (the speaker) had some years ago been afforded the opportunity of carrying out the first official investigation in this country of the value of the Schick test and of toxin-antitoxin immunization respectively.
'With regard to the success apparently obtained in the treatment of general paralysis of the insane, more particularly of the mania type, by infection with a benign type of malaria, further trial of treatment on similar lines might be found of service in post-encephalitis. This seemed not improbable as no specific action was involved in its use in the treatment of general paralysis of the insane. In all probability a non-specific raising of resistance to the infection, on the part of the cerebral tissues especially, was responsible for the results obtained. Dr. F. C. SHRUBSALL said that some figures collected during the last three years in London were of interest. The fatality-rate in confirmed cases over the years 1919-25 had been 37 per cent. The maximum incidence had been between ten and twenty with a slight preponderance of males over females, more especially at the younger ages. The greatest fatality-rate was at ages under 5 and the least at 10 to 15. The results of the work of the Encephalitis Unit at Winchmore Hill had been set out by the Superintendent, Dr. Borthwick, in his reports to the Metropolitan Asylums Board, which inidicated much relief for individuals, but that very many seemed likely to need permanent care. An analysis of 403 cases not treated at the Unit showed that 220 had been notified and 183 not notified, so that nearly as many passed unrecognized at the initial stages as were recorded. Of this 403, 176 appeared to have recovered, though there was always the risk of a relapse, and 227 were still affected; of these 76 were paralysed or Parkinsonian and 105 mentally or morally affected.
The new Mental Deficiency Act, 1927, had minimized the difficulty with regard to early age; the new problem was whether moral affection alone would allow a subject to be deemed feeble-minded. If an attempt was made to certify a subject as morally defective it was necessary to show the care required was for the protection of others, care under this definition for the sake of the subject himself was specifically excluded by the Act. Before a child between 7 and 16 could be dealt with as feeble-minded, unless he was charged with an offence punishable in the case of an adult by imprisonment or rendering him liable to be sent to an industrial school, the consent of the Board of Education was necessary. Administrative officers were waiting with interest to note whether the Board would allow the notification of children with conduct disturbance and incomplete control who nevertheless had average intellects and attainments. If not, the value of the ncw Act would be diminished at the age at which the children could most benefit from careful treatment. A child too greatly disturbed in conduct to remain at a unit needed care in a mental hospital or certified institution. He trusted no difficulties would arise and that cases could be passed through rapidly to permit of continuity of care.
Dr. J. D. ROLLESTON said that although his clinical experience of lethargic encephalitis had not been extensive, he had kept in touch from the first with the literature which he had compiled on several occasions'. When the disease first appeared in this country it had been mistaken for botulism, but at a special discussion on this subject by the Section for the Study of Disease in Children, he (Dr. Rolleston) had suggested that the cases so described were really examples of encephalitis.2 In collaboration with Dr. H. Morley Fletcher3 he had been one of the first in this country to draw attention to the characteristic association of diurnal somnolence and nocturnal restlessness to which Dr. Parsons had alluded.
Referring to setiology, several writers,4 Lgpine in particular, had emphasized the importance of a nervous predisposition, but this view did not appear to have received general acceptance, especially as the disease was not very uncommon among doctors. With regard to treatment, lethargic encephalitis appeared to be one of the "opprobria medicinae." A multitude of remedies had been suggested but their efficacy was doubtful, and some, particularly fixation abscess, were dangerous. Specific treatment in the form of a vaccine had been employed by some French observers', some years ago, but he (the speaker) had not found any reference to it in recent literature.
Dr. GRAHAM FORBES asked what was the evidence of relationship between the type of the initial attack, i.e., its mildness or severity, and the development of postencephalitis and its degree of severity, and whether, in a quite mild, or even doubtful case there was sufficient experience to justify a forecast of the probability of post-encephalitic Parsons: Post-Encephalitis and Its Problems sequelfe. Were there any indications of a familial susceptibility to the disease? He had known of its occurrence in a brother and sister, not in contact with each other. The sister's attack proved fatal during the absence of her brother in India. On his return to England the brother fell a victim to the disease, but in spite of the severity of the attack, with left hemiplegia, he made a complete recovery, and was now apparently in good health 'and engaged in medical practice.
Dr. N. GRAY HILL said that in the autumn of 1925 he had observed a case of postencephalitis treated by malaria. The acute attack of encephalitis lethargica had occurred in 1921 and was very severe. The onset of Parkinsonism was insidious but steadily progressive.
As an immediate result of the malaria the patient became distressed and helpless and the Parkinsonism more marked. When the malaria was terminated the general condition improved and it was then thought that the treatment had been beneficial; the patient soon, however, returned to the condition in which she had been before the malaria treatment, and had since become more and more incapacitated. Dr. D. SAGE SUTHERLAND said that during 1924-25 about 100 cases certified as encephalitis lethargica were admitted to Monsall Hospital under his care. While the diagnosis in the majority of cases presented little difficulty, a small number exhibited no abnormality on admission, but gave a history of transitory vertigo and diplopia. Definite diagnosis was very difficult. In the subsequent history of -such cases slight attacks were found in some instances to give rise much later to post-encephalitic symptoms, including Parkinsonism, and in his experience the incidence of post-encephalitic symptoms had no definite relation to the severity of the original attack. Cases of Parkinsonism had improved considerably in hospital by removal from home, careful dieting, open-air treatment and ultra-violet ray baths, though a cure had not been affected.
A case which presented some analogy to the treatment of general paralysis of the insane by inoculation with malaria was that of a girl aged 14, admitted last year with well-marked Parkinsonism, salivation, inequality of pupils, tremor, vertigo and headache; after three months in hospital she contracted a severe attack of typhoid fever, her temperature ranging from 1030 to 1040 F., and pyrexia lasting about twenty-eight days. On recovery from typhoid very marked improvement was noted in the post-encephalitic symptoms. Salivation had entirely disappeared, clonic spasms of the arm were absent, tremor was completely absent, and her general health and mentality were considerably re-established. She could walk more firmly, and was discharged three months later in a much improved state of health.
Dr. W. S. C. COPEMAN asked why only those suffering with the mental sequhele of encephalitis lethargica should receive treatment from central authorities, in view of the fact that mental changes only constituted about 30 per cent. of the various late manifestations of the disease, and treatment was probably of more avail actually in the other 70 per cent.
Dr. G. CLARK TROTTER said that the paper was interesting to him personally because he had to investigate and report on a fair number of cases. The inquiries had to be made by sanitary inspectors, for whom he simplified matters by translating the technical terms into common language. The inspector endeavoured to see a relative apart from the patient, and get a general idea of the case. Unless they were interested by being given lucid information, the inspectors might think the work uninteresting, and do it indifferently.
Dr. Parsons' paper had brought out some very interesting information, which it would be well to remember in going over the sanitary inspectors' reports.
With regard to the case the patient whose post-encephalitic condition had benefited from an attack of typhoid fever: probably many Members would have noticed that an attack of typhoid fever had been apparently beneficial to a patient whose health had previously been indifferent; it seemed as if the attack of typhoid fever had some specific action, and that the benefit was not due to long rest and treatment. Dr. PARSONS (in reply) said that it was precisely the distressing cases which gave rise to administrative problems and that such cases were not limited to persons with mental symptoms. He had no knowledge of the infection of the disease through food and could not find that the individuals in any particular calling were peculiarly susceptible; instances of familial infection were well known, but were not common. Treatment by induced malaria had not apparently proved very promising; the case of improvement following enteric fever recalled the cases of two Parkinsonian patients who were apparently cured of this syndrome by an inter-current attack of acute appendicitis.
